vertically, which nullified most of the forward mandibular growth that reduced the class II relationship.
In our study, the residual space in the mandibular arch, which was calculated by subtracting the space uprighting the lower incisor from 85 to 95 degrees with the mandibular plane from the extraction space, was occupied by moving the molar forward. The position of the lower incisor was according to Tweed's specialty guidelines of mandibular incisors. 21 The residual space in the maxillary was calculated by subtracting retraction of the upper incisor from the extraction space. The maxillary incisor position was determined by the position of the mandibular incisor and mandibular growth. The more forward the mandibular growth during treatment, generally the less the need for the retraction of the upper anterior teeth to achieve normal overjet. As a result, the above points could perhaps explain the increased forward movement of the pogonion in the 1-phase group as well the closure of the mandibular plane angle.
CONCLUSIONS
This study not only provided an optional means to promote the development of mandibular retrognathism, but also made us recognize an unfavorable effect of the proclined lower incisors on mandibular growth in growing individuals. Only with the function appliance, the tendency of the lower incisors moving facially was inevitable.
So, in nonhypodivergent growing individuals with proclination of the lower incisors, the treatment with extraction of 4 premolars by fixed appliances is preferable to functional orthopedic appliance because of their evident skeletal effects and positive changes in the profile. But for the low-angle patients with the lingual inclination of the anterior incisor, functional orthopedic appliance is still the best candidate. Complications such as airway obstruction may arise if any of the throat packing is retained after extubation, 1 and less commonly, swallowing of the throat packing has been reported. 2 We report endoscopic removal of throat packing gauze swallowed during general anesthesia.
CLINICAL REPORT
A 23-year-old man with facial fibrous dysplasia was referred to our department. Computed tomography revealed enlargement of the zygoma and maxilla. The patient underwent correction of facial asymmetry under general anesthesia. After nasotracheal intubation, a packing gauze (20 Â 20 cm) tied with 2-0 silk was placed in the pharynx by one of the surgeons. The patient awoke once and swallowed during surgery. Postoperatively, the patient was breathing spontaneously and was extubated. When the patient was transferred to the recovery room, he felt throat discomfort and swallowed something. Chest radiograph showed a radiopaque band of packing gauze in the stomach (Fig. 1) . The packing gauze had been inadvertently retained in the pharynx, as the surgeons and anesthesiologists did not confirm its removal as part of the nurse's swab count before extubation. We explained the situation to the patient and family, and endoscopic removal of the packing gauze was agreed upon. A flexible endoscope was inserted transorally into the stomach under sedation, and the gauze was located endoscopically in the stomach (Fig. 2) . The gauze was removed successfully without any complications (Fig. 3) . Chest radiograph after the removal showed no retained radiopaque objects.
DISCUSSION
Throat packs are generally used in oral and maxillofacial surgery under general anesthesia to prevent aspiration, pharyngeal and tracheal contamination, and passage of blood into the stomach. 3, 4 Although postoperative sore throat after throat packing has been reported, a randomized clinical trial showed no significant differences in the incidence or severity of postoperative sore throat between patients with and without packing. 3 However, retained throat packs have been reported to cause airway obstruction.
1,5Y8 Although the whole pack was retained in most reports, 2,5 Gray et al 6 reported a small piece retained because of tearing of a foam throat pack. To our knowledge, there are few reports of swallowed throat packs. 2 To et al 2 reported packing gauze swallowed into the gastrointestinal tract without airway obstruction. The patient vomited, and the gauze was regurgitated in the vomitus. In our case, fortunately the packing gauze was swallowed into the stomach without airway obstruction, and endoscopic removal was performed successfully. The gauze was probably swallowed at the time of extubation or during intraoperative swallowing. To allow for the identification of retained packs, packing material with a radiopaque marker should be used, as was done in our case.
Knepil and Blackburn 1 investigated the management of throat packs in oral and maxillofacial surgery in the United Kingdom. In only 9% of cases were no throat packs used. The causes of retained packs were false statement of pack removal, change of anesthetist, pack forgotten, unfamiliar anesthetist, more packs placed than removed, and unexpected rapid recovery from anesthesia. Although including the pack in the nurse's count improves safety, only 29% of cases included the pack in the count.
Several methods have been suggested to prevent these complications, such as placement and removal of the pack by the same person 1 ; attaching a heavy gauze suture to the end of throat pack, which then extends several centimeters outside the mouth 7 ; nonuse of second packs and loose swabs 8 ; suturing the pack to the tracheal tube 9 ; and placing a label on the tracheal tube, 5 in a prominent site, 8 or on the ventilator's main control knob. 10 However, errors in the count procedure may allow material to be inadvertently retained after surgery. As the gauze tied with suture was used as packing material in our theater, the incorrect nurse's count caused the retention. Because surgeons found no suture in the oral cavity after the count, retention of the packing gauze was not suspected. To prevent retention, we have subsequently changed our management of the packing gauze. A checklist for insertion and removal of packing gauze was created. Moreover, a suture tied to the packing gauze is now routinely fixed to the cheek by adhesive tape as a label, and the surgeon who placed the packing gauze removes the pack. All members of the theater team share responsibility for ensuring that throat packs are removed 1 and always confirm removal of the packing before extubation. 8 
FIGURE 1
. Chest x-ray shows a radiopaque band of packing gauze (arrows). 
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